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1 )
r-oool INTIAL COMMENTS [ FODOI! |
i. AMENDED (F-441) i
 During the annual racertification survey and i
i complaint Investigatians completed on
September 11,2013, at Golden Living Center-
Windwood, ne deficlancles wera clted In relation
to the complaints # 31728, & 29770, # 29816, |
#31128 and # 30169, under 42 CFR PART
482,13, Requirements for Long Term Gara.
F 202 | 483,12(a}{3) DOCUMENTATION FOR F 202
§8=£ } TRANSFER/DISCHARGE OF RES i : Egﬁé
When the facility ttansfers or discharges g )
rasident under any of the circumstances specified Residents Affested
* In paragraph (a)(2)(/) through (v) of this section, | i Residents & 26, #94, #137, & #147 .
- the rasident's clinical record must be ; were affacted. .
dosumented, The documentation must be made “
gme resi;:lent's physieian when transfer or
arge is hacessary under paragraph @}(2)i) :
or paragraph (2}(2)(ii) of this section; and a ! Wmﬁiﬁﬁm
physician when transfer or discharge Is hecessary tential tl'gb ffactad
under parageaph (2)(2)(iv} of this section, potential to be allected. -
g'ms REQUIREMENT is not met as evidenced 5 iizaisugasfs Sfemnic Chans"; mpleted
y: scharge summary wa
Based on medical record review and interview on each of the following residents:
tha facility failed to ensure documentalion was | #24, #94, #137, and #147, signed by
| avallable for four residents (#26, #84, #137, and | { theresident's physiclan and placed
I f:;fﬂ of wenty-eight discharged residents : in each of their respet;me';e di:::cl’targed
iewed. record, Licensed staff educated on '
, this regulation. The discharging
The findings included: ‘ nurses of the 4 residents found not
H : Ieda
. Resident #26 was admitied to the faclity on May fo have summary were cotinie
15, 2018, and discharged on May 28, 2013,
7 T O s « 7 ) BATE
Ny 0 | .
/oy | A ALeindant ALkl T 7/25

statapiont erdling with an astetisk ) derfoles a de ciancy which tha Inslifution may be oxevsod om comeeting providing it I datdminad tHat

Any dafigla

aitier saleguards provide sutficlant protaction to tho patiats, (Sen Instructions.) Except ior nursing homaa, the findings atated dbava are disclosadls 80 days
folowing tha dats of strvay whether or not a plan of cosation 3 providea, Bor furalng nemes, the shove findings end plans of eomection are distlesablp 14
days following the date thase documents are mada avaliable to ihe facilty. H doficenciss aro ciiod, o Approved plan ol comection s requiits te continued

program partigipation,
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x4z | SUMMARY STATEMENT OF DEFICIENGIES o PROVIDERS PLAN OF CORRECTION =
PREFIX - (BACM DEFICIENGY MUST BE PRECEDED By Fur,
TAG | REGULATORY ORLSC DENTIFYING BFORMTIY P | RS REreRENCRg 1 TR AkDSE | eonedon
f : DEFICIENCY) ;
) T .
: ; . Monlioring Changes
F 202: Ccn.r.lnued From page 1 F 202{ Charts of recently discharged
Resident #94 was admitted 1o the Tagllity on June ; atiants will be brought 1o dail
' é patient g y
i + 201 3. and dlscharged en August 19| 2013. [ start up 16 ensure dlscharge
i leted, [f
[ Residant #137 was admitted ta the facility en summarles have been certpe
! June 7, 2013, and di od incomplate, supervisor will foilow up
$oUne 7, 2013, and discharged on July 12, 2013, untit completed, Summary will be
. ' ;oo hysician for vaiidation and
| Resident #147 was admitted to the faciity on =~ | ; ghenlop ;
i March 23 2013, and dischal"QEd on Maylt% 3, i . slgnature. Progress on tlme‘Iy
2043, completion of summaries will ke
' reviswed at the Quality Assurance l
i Review of the residents’ medical records revealed : Performance improventent Committee
o documentation of a discharge summary for the, which includes; Director of Nur:e.fng,
[ residents. Executive Director, Assistant Director
of Nursing, Reyistered Nurge
- Intarview with the medical racords clerk on :  Asgessment Coordinatar, Soclal
t Seplember 11, 2013, at 12:50 p.m., in the ¢ Services, Medical Director and Dining -
j conference room, confitmed was o [ Services. The commiltes meets [
| documentation of tha residents' (426, #94, #4137, monthiy and will review progress ;
; and #147) discharge summaries, reports for three (3) months and make (022113
: ' *  recommendations as appropriats,
F 241 488.15(a) DIGNITY AND RESPECT OF F 241
88=n | INDIVIDUALITY If
J t The facility must promate care for residents in a ; i Fa41
manner and in an environment that maintaing or | §8=D
enhances each resident’s dignity and respect in
| funl recognition of hig or her !ﬂdf\fiduaﬁw. Resident's Affectad
Resident in 310 and residents in two
- This REQUIREMENT Is not met as evidenced | other raoms on same hall,
by: i , . )
| Based on observalion and interview the facility | i E;!srdelnts Polentially Atfested
| tailed to maintain or enhance each residents | Iresidents have the potential to be
+ dligmity and respect in three of sixty rooms affected.
| observed.
i The findlngs Included: ! ‘
L ! |
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apip ! SUMMARY STATEMENT OF DEFIGIENCIES - PROVIDER'S PLAN OF CORREGTION )
PREF . (EACHDEFICUNCY MUST BE PRECEDCO BY FluL :
m;“ | REGULATORY ORLSC DENTIFYING FDEQNFOMTIDNJ P%m | Wmﬁ?g r:?g Aspg%unaugm J mg*u?m—/
f [ ! OEF o ;
1 K f ’ .
i : | Measures/Systemic Changes
Fa41 ’ Continued From page 2 ’ ¥ a4t | CNA #5 and Nurse #1 wers tounselad
| Observation of Gertified N rsing Assistant (CNA) I} | One an one and raquired to complete
ervati ! Resident Rights USS-19000 on Golden
oo on Seplember 9, 2013, at 8:50 am.. In the [ University and pass quiz with results
+ South 300 haliway, reveaied the CNA sntarad ‘ laced in thatr oo 3 bt
Ihwee resident rooms without knocking or asking pracecin their personnel files, Staff |
permission to enter, ] In-8erviced regarding clgnity and ;
, respect - :
; Continued abservation of CNA#5 revealed the ' ! :
CNA entered room 310 and began personal cara | . ;
for a resident without informing the residant what Moniioring Changes
} the CNA was going to do. Licensed Practical The Director of Nursing, Assistant
I Nurse (LPN) #1 was slso In the residant's room at i Director of Nursing, and Unit Manager ; .
- the lime of the incident. ! Wil randomly observe staf members :
providing care to residents weekly ’
interview with CNA 85 on Seplember 9, 2013 at aver the next 3 months and ptovide
! 8:658 a.m,, in the South 300 hallway, confirmed Immediate re-training if needed, The .
_ﬂ'reigNA did not knock on tha doars of the , results of the observations wifl be
| residents’ roorns, ; | reviewed at the Quality Assurance
| , . Performance Improvement Commities.
' Gview with LPN #1 at the South Nurse's which Includes: Direotor of Nursing, - |
. Station on September 8, 2013, 8t 9:05 a,m., s .
' . : Executive Director, Assistant Dlrector -
’ j confiemed CNA#S did not inform the resident | of Nursing, Hegistered Nucog
f N . "
l before personal care was Started Assessment Coordinator, Social I
, Interview with the Rirector of Clinical Education Services, Medical Director and Dining
i on Sept 10, 2013, at 2:15 p.m., in the smail dining , . Services, The committee meets
reom, confirmed all employees are supposed to | i monthly and will review the aydit
knogk on a resident’s room door before they observations for three (3) months and
enter, Continued interview confirmed the CNAs make recommendations ag 1072213
ara suppased to inform the resident of the care appropriata.
i they are going to be doing before beginning care, | :
F 242 | 483.15(b) SELF-DETERMINATION « RIGHT To F242i :
’ $5=0 | MAKE CHOICES Residents Affected i
Resident #93 was affected.
! The resident hag the right o choose activities, .
* schedules, and health care consistent with his or Residents Potentially Affected
i her interests, assessments, and plans of carg, i All residents have the potential to
L ! Interact with members of the community bath , be affected,
Evort 10:CNwWs 14 Faelhy 10 TND108 If conlinuation sheot Pagy 3of 7
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1 ‘I
F 242

F 242i Continued From page 3
1inside and outside the facility; and make choieas
. ahout aspacts of his or her e in the faollity that
I are significant 1o the resident.

; This REQUIREMENT s not met as evidenced
by:

Based on medical record review, observation,
and interview the facility falled to accommodate 2

: resident’s cholee of breakfast for one resldent |
(#63) of eight residents observed in the enhancad
dining area,

| The findings includee:

Medital racord raview of residant #93's Minimum X
Data Set (MDS) dated August 1, 2013, {quarterly |
review) revealed the BIMS (brief interview for
mentai status] score was 15 (13-15 means

| eognitively intact),

Qbservation en September 8, 2013, at 7:20 a.m,,
 in tha enhanced dining area, revaaled eight
residents were seated, with two staff members
sarving the brays. Continued observation
| revealed certified nursing assistant #3 (CNA)
' sorved & tray o resident #83, Continuad
i obsetvation revaaled the resident was served ;
serambled eggs; and the resident requested fried
eggs instead of scrambled egys. CNA#S stated
would try to gat tha resident the fried eggs,
Conlinued gbservatien revealad CNA¥3 finished |
: serving the trays in the enhanced dining and went *
to serve trays in the main dining area, without
requesting the fried eggs. Continued observation
revealed resident #93 finished breakfast at 7:40
a.m., leaving the scrambled eggs unesten,

Interview with CNA #3 an September 9, 2013, at

Measures/Systemic Chan
Resident #93 gets selective menus
and his desire for fried eggs
instead of serambled is noted on :
his food preferences. Ie changes
are desired after selecting meny,
Dining Services Director will
meet with resident to resolve,
Resident’s care plan has been
updated to reflect that at times
resident requests jtems at
mealtimes that were not option
on selective menu., If this resident
or others bave special requests at
mealtimes, servers will
comntunicate this to dining |
services and they will fifl requests ;
at tray line breaks, Residents |
who are able and desirons will |
|

participate in selective menus

and every reasonable effort will :
he made to accommodate choices. |
Staff in-serviced regarding X
server/dining services i
communication of :
accommodation of resident
preferences,
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Mopitoring Changes
24 Clonlinued From page 4. . F242)  Restorative CNAs will monitor
747 am., l“otge main dining room, confirmed did _ for accommodations of resident
gg;gmm ate the resident's requast of fried preferences during meal times
' and intervene as necessary to
; ) ensure follow up. Issues noted
I will be communicated to Lead
F 441 | 483,65 INFECTION CONTROL. PREVENT F 441 CNA or Dining Services Direcior
ss=p | SPREAD, LINENS ’ ag appropriate for follow up.
. Food Council meetings will be
The facility must establish and maintsin an hetd biwyeckly by Dining Services
Infection Control Program designed to provide a Director/Assistant X 2 ronths
safe, sanitary and comfortable environment and | then monthly thereafter with all
to help prevent the davalopment and transmission residents invited to attend and
| of disease and infeetion, offer input on food selections.
. Minutes of meeting and results of
{a) infection Contro! Pragram the observations will be reviewed
The faciity must establish an Infestion Control at the Quality Assurance
: I:m'gram unct!er which it~ _ Performance Improvetnent
l_(n {h:\;:ztagg;es. contrals, and prevents Infactions Committee which includes:
(2) Decides what pracadures, such as isolation, gfm:‘"' of Nursing, Executive
should be applied to an individunl resident; and ! irector, Assistant Director of
(3) Maintains a record of incidents and correciive Nursing, Registered Nurse
sctions related to infections. Assessment Coordinator, Secial
Serxvices, Medical Director and
(b) Pravanting Spread of Infeetion Dining Services. The committee
1{1) When tha Infection Control Program meets monthly and will review
: determines that a resident nesds isolation fo the audit observations for three [
i prevent the spread of infeetion, the facility must (3} months and make
isolate the resident, recommendations as appropriate. . 10/22/2013
{2) The facility must prohibit emplovees with a
eommunicable disease or infected skin lesions |
from direct santact with residents o their food, i
; direct ¢ontact will ransmit the disease. :
(3) The faclity must require staff to wash thei i
hands after each diract resident sontact for which
hand washing is indicated by aceepted
i professional practice,
Every {Dr &N Factity - TNG108 if eentinuaticn shost Pago Sof 7
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F 441 : Confinued From paga 5 | Faat)
I
. Residents Affected
(¢} Linens , ’ Resi
_ esidents on 100 hatlway and
 Personnel must handle, stere, process and i " resident #10 were afr,

: transport linens so 25 to prevent the Spread of

i infeetian,

This REQUIREMENT is not met as avidenced
i by;

Baged on observation, ravisw of facility policy
and Intervigw, the facllity falled to maintain
standard infection contro) practices during the ice
, Pass for one of six hallways and failed {0 wear
j gloves during a finger stisk for glycose menitering
for resident #10,

The findings included:

| Observation on Septernber 9, 2013, at 6:48 am.,
’ revealed Conified Nurse Assistant {CNA} #1,
passing lce on the 100 Wing Hallway. Continued
observation revealed the CNA entered three
reoms, brought the rasident's ice pltchers sulside
the room, took a seoop and fillad the dirty lce
i pitchers with the ice pitcher over the opened ice
chest. Continued obsarvation revealed the CNA
took the ice pitchars beck inte the ragident's
reoms, exited the room and continued the ics

Residents Potentiall Affected

All residents have o potential to
] be affected, :
Mensures/Systemic hanges

One on one was conducted with
CNA #1 COVeriig correct
procedure for Passing ice. One on.
one with LPN#4 on proper
Procedure for finger-sticks and l
ustrg sharps container, Nursigg

Staft in-cerviced regarding [
infection control guidelines.

|

H

|

|

onitoring Chan (5]
Observation on clinieal ronnds gg
well as non-clipica) rounds to
ensure policies are followed,
Director or Nursing, Assistant
Director of Nursing, Unit

nager and Director of Clinical
Education wi randomly ohserve
finger sticks on clinical rounds 2

— ——

{ PaSS: ! X weekly for ane month then
Intetview with GNA #1 on September 9, 2013, at weekdy for 2 moaths with
6:55 a.m., in the 100 Wing Hallway, confinmed imMediate staff re-training if
the CNA filled the dirty jce pitchers with ioe aver necessary. Reporis of
: the opened ice chest, _ Observations will pe discussed in
i | Quatity Assurance Performance
Review of facility poticy, Handling Ice, with no Improvement X 3 tmonths gnd
date, revealed " ...ico for consumption will ba Plans revised ay needed.
! handiad in 3 manner to aveld ¢ross contamination i
Event (b CNW3 11 Focity 19 TNO10S i contiruation sheet Page Bof 7

FORM OMS-2887(02-99) Pravious Vemians Qtaglats



MuWVIATIEMN 2V

P 8/8

T EL . oy whe

CD2¢ | £204¢ >

FORM CMS-2381{02-53) Pravious Vorshns Obelete

" UEPARTMENT OF HEALTH AND HUMAN SERVICES FORM ABPROVES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMBE NO. D938.0391
STATEMENT OF DRFICIENGIES 1) PROVIDER/SUPPLIER/CIIA X2) MUL NaT
AND PLAN OF CHRRECTION 0 ENTIFICATION NUMBER: L g}ummw RucTION (xs;%j&ggx
445135 B, WING 091412013
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& D SUMMARY STATEMENT OF DEFISIENGIES [ o PROVIDER'S PLAN OF GGRREGTION 0}
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL i : {EACH ACTIO COMPLET
TAG REGULAYORY ORLSC IDENTIFYING INFORMAYION) TAG | cnoss.%%%‘gm Tm? fpi?a%‘ipmlfrs Bare
_ OEFICIENGY)
; ]
|
F 441 [ Continued From page & F 441
W Registered Nurse Assessment
i Coordinatox/Social Services
i Interview with the Diractor of Nursing {EON) on Directorﬂ{gslth Inronpahon
i September 9, 2013, at 8:15 a.m., on the 100 Manager will observe ice pass on
| Wing Haliway, confirmed the GNA faied to follow non-clinical rounds 2 x weekly
t facility poficy and falled Lo ensure cress for one month then weekly for 2
contaminatien dftd not occur, months with immediate staff re-
: training if necessary.
Observation on September 11, 2013, at 10:55 The regults of the observations
a.m,, In resldent #10's reem, revealad Licansad will be reviewed at the Quality
; Pracileal Nirse {LPN) #4 performing 3 fingar stick Assurance Performance
. for glucose monitoring f"f the resident and was i Improvement Committee which
not wearing gloves. Continued abservation ! includes: Directar of Nursing,
revealed the LPN completed the finger stick, Executive Director, Assistant
exited the room, and placed the lancet device in Director of Nursing Registered
the bishazard box with no gloves on the hands, ) 1%
| Nurse Assessment Coordinator,
Review of policy, Obtaining a Drop of Blood, with | Sacial Sexvices, Medical Divector’
no date, revealed, * ,..wash hands, infarm parsen and Dining Services. The
being testad what you are going 1 do, provida committee meets monthly and
privacy, and puton gloves ... | i Wil review the audit observations
for three (3) months and make 10/22/12013
Interview with LPN #4, on September 11, 2013, at nime i i
{ 10:38 a.m., outside ¢f the resident's room, recommendations as appropriate.
; comiirmed the LPN performed the finger stick for
| Blucose monitoting on the resident and falled fo |
weargloves during the progedure,
i Interview with RN #1, on September 14, 2013, at
: 11:00 a.m. in the main entrance hailway,
; confirmed the LPN failed to follow facillly poliey
relsted to wearing gtoves,
: |
| L
,- .l
Evert D CNWA11 Faclty tD: TROIGD Y continuation sheet Page 7of 7



